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ABSTRACT 
Certified Registered Nurse Anesthetists (CRNAs) are the main anesthesia provid-
ers in over 70% of rural hospitals providing anesthesia.  Each year, over 2,000 student 
registered nurse anesthetists (SRNAs) graduate and continue as licensed CRNAs.  This 
Doctor of Nurse Practice (DNP) project emphasizes the importance of developing cultur-
ally competent providers in anesthesia by promoting early outreach in cultural compe-
tence education of SRNAs.  Cultural competence is described as possessing characteris-
tics of congruent attitudes, awareness, and conduct that provides and enables effective 
skills in cross-cultural encounters. Encompassing cultural competency education early in 
the SRNAs profession may provide valuable lifelong cultural skills that will benefit the 
provision of culturally competent care to growing diverse populations.   
For this DNP project, SRNAs were presented with the opportunity to develop cul-
tural competency in anesthesia with cultural competency education which consisted of 
four modules.  The goal of this DNP project was to increase cultural awareness, sensitiv-
ity, and enhance culturally competent communication skills in SRNAs progressing 
through clinical education.  There were 20 participants who were SRNAs in the first year 
of clinical rotation. After the four modules were presented the participants were given a 
post-evaluation survey to complete. After the cultural competency education, the partici-
pants were allowed 6-weeks before a descriptive qualitative survey was administered to 
evaluate if the cultural competency education influenced cultural awareness and sensitiv-
ity in clinical setting. 
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The total average for the overall scores for the sample of 20 participants was 
23.65, which indicated that cultural competency education was successful after the edu-
cational intervention to the SRNAs.  Six weeks after the cultural competency education 
was provided, SRNAs were given a 6-Week Qualitative evaluation that emphasized a no-
tice in an increase in cultural awareness, sensitivity, and ability to recognize different cul-
tural needs among patients of different cultural backgrounds.  There was a 75% notice in 
clinical practice change since the educational intervention was provided, and 25% did not 
notice a change in practice due to no cultural encounters after the educational interven-
tion.  Overall, there was 100% in agreement that the educational intervention made a dif-
ference and will be useful in practice for the SRNAs and future practice beyond gradua-
tion.  
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CHAPTER I – INTRODUCTION AND PROBLEM 
The population in the United States is accelerating in culture and ethnicity; with 
this increasing direction, over 47 million people speak a language other than English 
(Wright, 2008).  Moreover, culture involves far more than ethnicity or race but is also de-
termined by age, gender, education, religion, socioeconomic status, geographic region, 
and occupation (Cai, 2016).  Delivering culturally competent care requires the provider to 
understand the multifaceted determinants of culture.  With the growing diversity in the 
United States, the importance of having culturally competent providers is vital to provid-
ing quality and congruent care.  
Cultural competence is described as having the characteristics of congruent atti-
tudes, knowledge and behaviors of providers that enables effective skills in cross-cultural 
encounters (Cai, 2016).  Each cultural group comes with specific health disparities that 
require cultural knowledge and skills to aid in providing culturally competent care.  
Wright (2008) mentioned that ignorance of the differences in cultural disparity conse-
quently interrupts the equality of care and improvement in health disparity in the people 
of our nation.     
Nurses form one of the largest groups in the healthcare workforce and are in con-
stant contact with culturally diverse patients.  With nurses’ direct interaction at the fore-
front in healthcare, congruent care necessitates student registered nurse anesthetists 
(SRNAs), whose anesthesia education is in progress, to be trained in cultural compe-
tency.  Cultural competency in anesthesia providers can benefit their practice by improv-
ing the quality of care delivered, patient satisfaction, and health outcomes.   
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Building cultural competency skills to utilize during the preoperative evaluation 
and perioperative period is invaluable to providing safe, effective, and quality anesthesia 
care to patients.  Most importantly, cultural competency education can help assist SRNAs 
in incorporating attitudes, skills and behaviors, and policies that will provide effective 
recognition and response to health-related needs in cross-cultural situations.  The cultural 
competency skills acquired can then be further utilized in the profession of anesthesia as 
a certified registered nurse anesthetist (CRNA) upon completion of the SRNAs’ educa-
tion.  Although this project’s educational intervention design is not typical for direct prac-
tice change, its intent is to instill cultural competency in SRNAs who will be future anes-
thesia professionals.   
Background and Significance 
For over a century in the United States, CRNAs have been delivering quality an-
esthesia care (Gibbs & Waugaman, 2004).  Gibbs and Waugaman (2004) mention that 
CRNAs are the primary anesthesia providers in over 70% of rural hospitals providing an-
esthesia.  More than 2,000 SRNAs graduate each year and become certified, as CRNAs 
(American Association of Nurse Anesthetists [AANA], 2016).  With diversifying de-
mographics catapulting in the United States, a growing problem in health disparities is 
also increasing.  These disparities are linked to unique genetic variation, environmental 
factors, health behaviors, and factors related to healthcare services delivered (Wright, 
2008).   
Changing demographics in the United States require healthcare providers to have 
a basic understanding of knowledge and issues regarding cross-cultural communication, 
health beliefs, and practices in culturally diverse populations (Chong, Elisha, Maglalang, 
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& Koh, 2006).  Even though culture is frequently perceived as only race and ethnicity, 
other antecedents such as age, gender, socioeconomic status, geographic region, and oc-
cupation should be considered (Cai, 2016).  For this reason, it is necessary that anesthesia 
providers, such as students who are progressing in anesthesia education, are trained for 
the demand in population diversification and concepts relating to culture.   
Although there is no universally effective approach to building cultural compe-
tency training, preparing SRNAs to have an open cultural approach through awareness 
and sensitivity is a starting place to begin closing the gap in provider-patient misunder-
standing in cross-cultural encounters. With a foundation to an open approach and aware-
ness of other cultures, cultural competency training can enhance SRNAs to provide holis-
tic, therapeutic, high-quality anesthesia care that enhances awareness, sensitivity, and re-
spect for cultural differences and similarities unique to each patient that may positively 
impact health outcomes.  
PICOT 
Cultural competency is an invaluable skill to have as an anesthesia provider to es-
tablish safe, equitable, and quality care to the diverse populations encountered.  In 
SRNAs at The University of Southern Mississippi (USM), will cultural competency train-
ing increase the knowledge of cultural competency versus before the SRNAs’ exposure to 
cultural competency training?  An anesthesia provider prepared with cultural competency 
skills can reduce patient anxiety and bridge the gap to patient interaction to provide qual-
ity care. 
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Purpose Statement 
Cultural boundaries encountered can hinder the quality of care provided.  As an 
anesthesia provider, understanding the patients’ cultural background, circumstances, and 
needs can facilitate in providing safer quality anesthesia care.  The purpose of this project 
was to determine if the SRNAs’ level of understanding increased after the cultural com-
petency training had been implemented. 
Project Model 
Madeleine Leininger’s Cultural Care Diversity and Universality Theory (CCT) 
was used as the foundation to this Doctor of Nurse Practice (DNP) project.  The CCT’s 
central theme is to be holistic and explain culture as the certain pattern of behavior that 
distinguishes any society from one another and allows the human expression of care (Pur-
nell, 2015).  Understanding the behaviors, patterns, and practices of people aids in the de-
livery of congruent care.  Leininger’s emphasis on care and culture has brought much 
light to the importance of both essences combined to provide culturally congruent care. 
As mentioned in McFarland and Wehbe-Alamah (2015) the CCT’s purpose is to recog-
nize, record, acknowledge, and demonstrate the affiliation of care and culture phenomena 
with differences and similarities between and among cultures. 
The DNP project’s goals were to help the SRNAs discover self-awareness in per-
sonal bias and stereotypes and to incorporate an open approach to those who come from 
different cultural backgrounds. At times, it is nearly impossible to know every culture’s 
values or beliefs.  However, training the SRNAs to realize and examine his or her own 
beliefs and how it may affect care for cross-cultural situations may establish an initial 
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bridge to overcome cultural barriers in anesthesia care for those of different cultural 
backgrounds.  
Doctorate of Nursing Practice Essentials 
The DNP eight essentials are the foundational competencies required to fulfill the 
DNP objectives to obtain the DNP degree by the American Association of Colleges of 
Nursing (American Association of Colleges of Nursing [AACN], 2006).  All eight essen-
tials are met in this project.  Nonetheless, three were applicable to this DNP project the 
most.  The depth and focus of these three competencies are discussed in further details 
below. 
Essential II is the organizational and system leadership for quality improvement 
and systems thinking.  This project assessed the changing diverse demographics and goes 
deeper into the meaning of culture.  Furthermore, it correlated the need for cultural com-
petency and the need for delivery of safe, quality congruent care in providers within sys-
tems that leads to greater patient satisfaction. 
Essential III is the clinical scholarship and analytical methods for evidence-based 
practice.  Nursing knowledge of cultural competency education in SRNAs from Kaiser 
Permanente Nurse Anesthesia Program was the inspiration to implement nursing 
knowledge of cultural competency training at The University of Southern Mississippi 
(USM) Nurse Anesthesia Program.  Application and translation of the cultural compe-
tency training and evidence was implemented to deliver the project at USM. 
Essential V is healthcare policy for advocacy in healthcare.  Health policy ad-
dresses cultural competency as essential to delivering safe, quality, and equitable care is 
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covered in this project.  Providing safer, quality, and more equitable healthcare is pro-
vided through an established rapport with patients with different cultural background 
with a provider who has been trained in cultural awareness and sensitivity.  
Essentials II, III, and V were the key essentials focused upon in this project.  All 
eight essentials were carried out in the DNP project.  These essentials and their relation-
ships to the project can be found in Appendix D.  
Synthesis of Evidence 
Cultural competency is important for anesthesia providers such as SRNAs to de-
liver safe and quality anesthesia care to patients of different cultures.  The goal of cultural 
competency education in SRNAs is to build self-awareness to enhance realization and ap-
preciation for the differences of patients from different cultural backgrounds.  For 
CRNAs to provide culturally competent and holistic patient care, therapeutic relation-
ships must be developed with his or her patients (Sassoon et al., 2008).  Opportunities to 
develop therapeutic relationships increase when anesthesia providers can understand and 
are culturally sensitive to cultural beliefs and practices of patients of different cultural 
backgrounds (Sassoon et al., 2008). 
Search Strategy 
For this project, the evidence was located by using searches for peer-reviewed 
journal articles in multiple databases. The databases utilized for this search were EBSCO-
host, MEDLINE, CINAHL with full text, Google Scholar, Cochrane Database of System-
atic Reviews, PUBMED, and SAGE Journals.  Publications were limited to between Jan-
uary 1, 1998 and May 1, 2017. There were minimal studies completed for cultural com-
petency in nurse anesthesia.  The initial searches resulted in 12,402 cultural competence 
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articles.  However, there were 3,843 articles related to cultural competency in nursing and 
further results of 425 for cultural competence in nurses. Although the articles were re-
lated to other healthcare professions other than nurse anesthesia, they did provide rele-
vance to cultural competency in overall healthcare.  Search terms used were cultural com-
petence and nursing, transcultural, multicultural, cultural competence and nurse anesthe-
sia or anesthesiology, cultural awareness and cultural sensitivity, cultural competence in 
anesthesia, cultural competence in education, cultural competence in advanced practice 
nursing, cultural competence in certified registered nurse anesthetists, culture care and 
universality theory, and health disparities.  After critically evaluating the evidence most 
informative for this project, five articles were evaluated. For a literature matrix of the evi-
dence, see Appendix A. 
Cultural Competence 
Ihara (2004) stated that, “Cultural competence is defined as the ability of provid-
ers and organizations to effectively deliver healthcare services that meet the social, cul-
tural, and linguistic needs of patients” (para. 1). Cultural competency is an integral com-
ponent of delivering culturally congruent and sensitive care to the growing diverse popu-
lation.  An increasingly diverse population further leads to an increase in need for 
knowledge in health disparities that are population specific.  Cultural competence allows 
the provider to respond to cultural beliefs, views, and practice that are different from his 
or her own in cross-cultural encounters and establishes the bridge to patient-provider rela-
tionship.  The Institute of Medicine (IOM), in its report Unequal Treatment recom-
mended ways to address the issue (Wright, 2008).  These include increasing awareness 
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among providers regarding the healthcare gap that has an impact on cultural groups, in-
creasing the diversity in hospital staff, and incorporating cultural competency training for 
healthcare professionals (Wright, 2008).   
Cultural Competence in Healthcare 
Increasing diversity of the nation comes with opportunities and challenges for 
healthcare providers, healthcare systems, and policy makers to deliver culturally compe-
tent care (Ihara, 2004).  Cultural competence can improve quality of care and health out-
comes in the growing demographic healthcare system.  Most importantly, racial and eth-
nic minorities suffer from greater morbidity and mortality from chronic diseases (Ihara, 
2004).  In African Americans and Latinos, chronic conditions are considerably higher 
compared to Whites. Many of the chronic conditions include—asthma, cancer, heart dis-
ease, diabetes, high blood pressure, obesity, or anxiety and depression (Ihara, 2004).  
Those individuals with chronic illnesses require more healthcare services (Ihara, 2004). 
One of the positive impacts of cultural competency in healthcare providers is a re-
duction in malpractice liability. By promoting interventions to language barriers with the 
usage of language lines or interpreters, providers are able to deliver a true, thorough, in-
formed consent. Language barriers can affect the quality of healthcare received if the pa-
tient does not fully comprehend directions, explanations, or patient education.  Ihara 
(2004) mentioned that in non-English speakers who needed an interpreter during medical 
care visits, less than 48% reported having one.  Low literacy also affects healthcare. 
Those individuals affected are the elderly and racial and ethnic minorities who have 
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lower levels of literacy and access to formal education (Ihara, 2004). A low socioeco-
nomic background, even in those who speak English, should also be considered in cul-
tural sensitivity education. 
Access to healthcare and how it differs between races and ethnicities is also an is-
sue. Without appropriate access to healthcare, patients are not participating in services to 
prevent or treat diseases in early stages and can lead to poor health outcomes.  Culture af-
fects every patient differently in experiences of illness, responses to diseases, access to 
healthcare, usage of healthcare services, and interactions with medical providers (Sassoon 
et al., 2008).  Cultural competency training should provide a framework for sensitivity, 
awareness, and knowledge of health disparities to appropriately address each popula-
tion’s specific health needs.   
Culturally Competent Nurse Anesthesia Care 
The United States has 2.2 million nurses (Sassoon et al., 2008).  However, only 
9% of the nation’s nurses are ethnic minorities, such as African Americans, Hispanic 
Americans, and Native Americans (Sassoon et al., 2008).  In the United States, CRNAs 
administer anesthetics to almost two-thirds of 2.6 million anesthesia cases delivered an-
nually (Gibbs & Waugaman, 2004).  CRNAs have become essential in delivering safe 
and quality anesthesia care.  Even more, with the increasing diversity in demographics, 
CRNAs are encountering a demand in more than just delivering anesthesia but also in 
providing culturally sensitive and appropriate care to patients during preoperative evalua-
tion and perioperative care. 
Informed consent is when an understanding of the nature of the procedure, 
choices available for patient, and risks and benefits and all other alternatives are disclosed 
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to complete understanding for the patient (Sassoon et al., 2008).  CRNAs provide ser-
vices not only in anesthesia, but also must include consideration for linguistic and cul-
tural issues into his or her planning (Minority Nurse Staff [Minority Nurse], 2013).  How 
can true informed consent be delivered if the patient does not comprehend the language 
or excessive medical jargon is used during informed consent?  A thorough interview must 
be completed to assess if the patient has other cultural needs such as a limited English 
proficiency, low literacy to understand information in consent, cultural health practices, 
or alternative medicine performed at home that can interfere with treatment.  Regardless 
of language or literacy barrier, a patient has the right to be truly informed about what will 
be done for treatment and the risks before undergoing any type of procedure. 
Importantly, meeting the cultural needs of patients by providing a language line or 
speaking in simple terms so the patient does not feel intimidated, gives the patient the 
right to understand medical treatment and risks thoroughly and to ask questions. 
Knowledge in specifics of the area of cultural differences is paramount in providing cul-
turally congruent care to those of diverse population.    
Summary 
In highlight of the evidence, having more culturally competent providers led to 
greater patient satisfaction and outcome.  Patients who understood the healthcare treat-
ments and education provided were more satisfied with the care received.  For this rea-
son, training future nurse anesthetists to be more culturally aware and sensitive of patient 
specific needs is the start for a more congruent healthcare. 
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CHAPTER II - METHODOLOGY 
In this section, the project’s methods will be explained. A SWOT analysis and 
logic model were created to assist in development of the project’s process.  See Appen-
dices B and C. 
Population and Sample 
The population for this project was SRNAs in nurse anesthesia programs.  The 
University of Southern Mississippi’s (USM) nurse anesthesia program (NAP) is a 36 
month, 9 semesters total program which results in a Doctor of Nursing Practice (DNP) 
degree.  Didactic work is completed in the first 12 months.  The sample size were 20 stu-
dents who completed his or her first 12 months of the NAP and entered his or her first 
year of clinical experience, which is the junior year of the program.  Inclusion criteria for 
the project were SRNAs who had completed the first 12 months of the NAP and had 
started his or her first year of clinical experience.  Exclusion criteria were SRNAs who 
did not complete 12 months of didactic and those who were beyond the first year of clini-
cal experience in the NAP.  A sample size of 20 was chosen for this project because that 
was the maximum number of students accepted into the program per cohort.  If there 
were students who did not pass his or her didactic courses and did not continue into the 
junior year or if the students in the cohort decided not to participate in the DNP project, it 
may have reduced the sample size to less than 20. However, the project design can still be 
completed with a sample of less than 20. 
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Instrument 
The authors granted permission to use the Cultural Competence Checklist: Per-
sonal Reflection for this project through the American Speech-Language-Hearing Associ-
ation (ASHA). ASHA created the self-assessment tool to determine cultural competency, 
in order to improve and increase service delivery to culturally/linguistically diverse popu-
lations.  The ASHA tool was part of the educational intervention in this project as a self-
evaluation prompt to ready the participants for the intervention.  This project used a post-
test evaluation only, and the ASHA tool was used to help capture baseline cultural com-
petency before educational intervention was applied.  The post-test evaluation’s questions 
were worded to capture self-perceived change as a result of the educational intervention.  
A 6-week Qualitative Assessment of usage and practice change were given to determine 
whether the SRNAs used the information provided from the educational intervention in 
clinical practice. Please see Appendix E, F, G, H, and I for the instrument letter seeking 
permission, permission granted reply, and instrument sample, post-test evaluation, and 6-
Weeks Qualitative Assessment. 
Procedures and Educational Intervention 
Inspiration for the development of the cultural competency training at USM NAP 
was from Kaiser Permanente (KP) NAP’s cultural competency education program. Per-
mission to utilize KP’s cultural competency training structure as a guide for the applica-
tion at USM was requested and approved by Dr. John Nagelhout, my project mentor.  
Approval to implement the cultural competency project was requested and approved by 
the USM NAP director. 
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Upon approval of the USM Institutional Review Board (IRB), SRNAs were noti-
fied via email of the cultural competency training opportunity and informed participation 
is optional.  The IRB approval form will be in Appendix J.  Consent forms were provided 
stating all results from tools and evaluation will only be used to analyze the results and no 
student identification will be disclosed.  Students were given a 1-hour cultural compe-
tency training that included four modules. The ASHA tool was given before the modules 
as a self-assessment baseline in cultural competency for the participants.  Module 1 was 
the introduction to diversity and culturally competent care that consisted of PowerPoints 
and definitions of what culture is and how it affects the anesthesia profession.  Module 2 
was cultural knowledge and focuses on Mississippi demographics and how essential cul-
tural competency is in the anesthesia profession for the state of Mississippi.  Module 3 
was the cultural awareness session where students participated in exercises with informed 
consent that identified personal biases and stereotypes and how it affects the preoperative 
evaluation and perioperative care.  Module 4 consisted of cultural skills.  An experienced 
CRNA guest speaker provided insight on strategies to handle cultural encounters as an 
anesthesia provider and how to use cultural skills when providing culturally competent 
anesthesia care. 
Analysis 
Upon completion of the cultural competency training, the SRNAs received a post- 
evaluation (Developing Cultural Competency in Anesthesia through SRNAs) to measure 
his or her experience and whether there was an increase in knowledge about cultural 
competency than before training.  The ASHA tool used before the intervention was help-
ful for participants to gauge their baseline of cultural competency and the self-perceived 
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change after the educational intervention was applied.  See Appendix H for post-evalua-
tion.  To further explore indication of practice change, a qualitative evaluation was given 
to the SRNAs at 6 weeks after the educational intervention to determine if the infor-
mation was useful in clinical practice.   
Data analysis was a univariate statistical approach with means for each question 
per participants.  The post-test evaluation provided after the educational intervention 
were ranked on a 5-point Likert scale from 1 (strongly disagree), 2 (disagree), 3 (unde-
cided), 4 (agree), and 5 (strongly agree) on whether the participant found the cultural 
competency intervention useful, educational, valuable, and enhancement in cultural 
awareness and sensitivity.  A comprising score for each participant’s post-test evaluation 
was added between all participant’s question and a total average was obtained for all 20 
participants.  A score of 20 to 25 demonstrated a heightened experience from cultural 
competency training for that individual question, and a score of 5 to 15 represents no gain 
from the cultural competency training specific to that question and requirement for im-
provement in that area of cultural competency training is needed.  The goal was to deter-
mine if SRNAs perceived gains in cultural competency and thus will more likely to uti-
lize his or her new knowledge in clinical practice. 
Summary 
 The univariate statistical approach was easy to use in a sample of 20 SRNAs.  
However, the data analysis was not rigorous in focus on specific cultural competency 
skills gained for each SRNA after the intervention application.  The data analysis only 
measured self-perception of general cultural competency skills gained. 
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CHAPTER III – RESULTS 
Data Analysis 
This DNP project explored whether implementing a cultural competency educa-
tional intervention to SRNAs would increase cultural knowledge, awareness, sensitivity, 
and influence change in practice.  A post-test evaluation was given to the participants af-
ter the educational intervention, and the scores generated were based on how cultural 
competency education impacted each participant and how useful the information pro-
vided would change the SRNAs practice in a clinical setting. This analysis is presented in 
Table 1.  To further explore the development of cultural competency in SRNAs, a 6-week 
qualitative evaluation was given to determine changes in clinical practice for SRNAs who 
received the educational intervention, and a descriptive qualitative report presented in Ta-
ble 2, was created to determine the educational intervention’s impact. 
Overview 
The inclusion criteria used were SRNAs who completed the first 12 months of the 
NAP and started his or her first year of clinical experience.  Exclusion criteria were 
SRNAs who did not complete 12 months of didactic and those who were beyond the first 
year of clinical experience in the nurse anesthesia program.  A sample size of 20 SRNAs 
was successfully obtained.  The SRNAs were provided the educational intervention and a 
post-test evaluation was given to assess the change in cultural competency and practice 
change. The post-test evaluation is in Appendix H.  
The data gathered were from a sample of 20 participants.  Data gathered from Ta-
ble 1 and 2 measured the educational intervention’s impact on SRNAs and how likely the 
SRNAs were to use the information provided and change practice in clinical.  The post-
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test evaluation provided after the educational intervention were ranked on a 5-point Lik-
ert scale from 1 (strongly disagree), 2 (disagree), 3 (undecided), 4 (agree), and 5 (strongly 
agree) on whether the participant found the cultural competency intervention useful, edu-
cational, valuable, and enhancing in cultural awareness and sensitivity.  Overall, the mean 
to each question yielded greater than 4 out of 5 possible, which was a positive indication 
that the SRNAs agreed the educational intervention was beneficial.  Questions 6 and 7 
were commentary and resulted 40% favorable to the CRNA testimonial used in Module 2 
to capture the importance of cultural competency in the rural population of Mississippi 
demographics. About 35% positive reviews were reported Module 3, which was the case 
scenario interactive session on the importance of cultural needs in the non-English speak-
ing population, and 25% of participants left the commentary section blank for question 6.  
For question 7, there was one comment that expressed the length of the presentation be-
ing the least favorable part about the presentation; however, the answer was ambiguous 
and did not thoroughly explain whether the educational intervention length was too long 
or too short. 
A summative score of 5 to 15 for each participant questions per post-test evalua-
tion would indicate the educational intervention was not successful in increasing cultural 
competency, and a total score of a 20 to 25 would indicate that the educational interven-
tion was successful in increasing cultural competency in SRNAs.  The total average for 
the overall scores for the sample of 20 participants was 23.65, which indicated that cul-
tural competency education was achieved after the educational intervention to the 
SRNAs.  The SRNAs generated scores for the response highlighted the usefulness and 
value of cultural competency education. 
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Further analysis of responses from SRNAs were determined by a 6-Week Qualitative 
post-evaluation.  The 6-Week Qualitative evaluation questions emphasized the SRNAs 
perception of personal practice change after the educational intervention.  Responses in-
cluded noticing an increase in cultural awareness, sensitivity, and ability to recognize dif-
ferent cultural needs among patients of different cultural backgrounds.  In Table 2, for the 
descriptive data for Question 1, 100% of participants agreed the cultural competency edu-
cational intervention made a difference in practice change.  For Question 2, a 75% in-
crease was noticed in clinical practice change since the educational intervention was pro-
vided, and 25% did not notice a change in practice due to no cultural encounters after the 
educational intervention.  The participants who answered no to Question 2 (25%) had ad-
ditional comments on the educational intervention and a notice in change of practice.  "I 
have not had a chance to take care of someone who does not speak English yet." “I have 
not but also I have not had an experience where culturally an issue as far as patient care 
goes.” “N/A, Opportunity hasn't arise.” “Not at this moment but where the opportunity 
presents itself I will keep it in mind.”  For Question 3, there was 100% in agreement that 
the overall educational intervention made a difference and will be useful in practice for 
the SRNAs and future practice beyond graduation.  
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Table 1  
Knowledge and Valuing Scores (N = 20) 
Questions Average  
(min 1, max 
5) 
Compared to what you knew BEFORE 
about cultural competency, please note 
the following: 
 
Question 1: This information was useful for my practice. 
 
 
 
 
 
4.85 
 
Question 2: I learned a lot from the information provided to me today. 
 
 
4.70 
 
Question 3: I now value this information 
 
 
4.75 
 
Question 4: How likely are you to change practice after this infor-
mation today? 
 
 
4.70 
 
Question 5: I feel more culturally aware and sensitive after this infor-
mation provided to me today. 
 
 
4.65 
 
Total Average 
 
 
23.65 (5 - 25) 
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(Table 1 continued) 
Commentary Questions 
Questions Results 
 
Question 6: What did you like most about 
the information provided to you today on 
cultural competency? 
 
 
Module 2: 40% (n = 8) responded 
Module 3: 35% (n = 7) responded 
No response: 25% (n = 5) responded 
 
 
Question 7: What did you like least about 
the information provided to you today and 
how can we improve? 
 
 
Length: 5% (n = 1) 
No response:  95% (n = 19) 
 
 
Table 2  
Descriptive Reports for 6 Week Qualitative Data 
Questions Results (N = 20)                                   n % 
1. How did the cultural compe-
tency educational intervention 
make a difference in your prac-
tice? Please, briefly explain.  
 
Difference in practice 
No difference in practice 
20 
0 
100 
0 
2. Since the Educational Interven-
tion, have you notice a change 
in your practice since the educa-
tional intervention? Please, 
briefly explain.  
 
Change in practice  
No change in practice  
15 
5 
75 
25 
3. Overall, did the educational in-
terventional make a difference 
in your practice as a SRNA in 
clinical and future practice? 
Difference in clinical/fu-
ture practice 
 
No difference in clini-
cal/future practice 
20 
 
 
0 
100 
 
 
0 
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CHAPTER IV– DISCUSSION 
The objective of this DNP project was to increase cultural awareness and sensitiv-
ity in SRNAs through cultural competency education.  Madeleine Leininger’s CCT 
guided this DNP project’s objectives in distinguishing the patterns and behaviors in cul-
ture that not only pertained to ethnicity but also patient background characteristics such 
as socioeconomic status, age, gender, and occupation. The CCT focused on recognizing 
and appreciating the differences and resemblances in culture by emphasizing awareness 
and sensitivity as the beginning of closing the gap to cultural barriers.  The SRNAs were 
presented with four modules that introduced problematic situations in cultural encounters 
and exercised solutions in cross-cultural encounters.  As seen in Table 2, the SRNAs 
stated the educational intervention was useful and made a difference in personal anesthe-
sia practice.  The results, for this sample, supports cultural competency education was 
successful. 
Limitations 
The DNP project required SRNAs to think about and openly discuss personal bias 
and stereotypical beliefs that have been conditioned from life experiences and environ-
ment.  Some participants were reluctant to discuss personal beliefs and how he or she has 
handled cultural encounters.  However, after Module 2 and 3 were presented students felt 
more comfortable to discuss how he or she felt and the idea of cultural competency in an-
esthesia became more relatable in clinical practice.  Although the educational interven-
tion resulted positively, some participants still did not respond to the comment section.  
No response to the commentary section can be contributed to the habit of not answering 
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evaluations completely or the discomfort of discussing cultural concept in a group set-
ting. 
Another limitation for this DNP project was insufficient time to fully assess the 
long-term impact of the educational intervention. The participants were given a 6-Weeek 
Qualitative evaluation to determine the usefulness of the intervention after and 25% 
stated in Question 2 of Table 2 that he or she did not have the opportunity in clinical 
practice for cultural encounters.  In future implementation of the cultural competency ed-
ucation, SRNAs can be exposed to the intervention earlier in the program to evaluate the 
impact of the cultural competency education early in the NAP. 
Dissemination 
This DNP project has been presented as an in-progress presentation at the Trans-
cultural Nursing Society (TCNS) Annual Conference in Clinton, MS.  My goal was to 
present the final results of the DNP project at the TCNS International Conference.  Other 
plans to disseminate results is to incorporate the education intervention into the NAP at 
USM so each class can benefit from the training.  Last, I would like to publish an article 
in the American Association of Nurse Anesthetists (AANA) to share the project’s results 
in Mississippi demographics to inspire others to incorporate cultural competency training 
into other NAPs to improve diverse patient care for the future of the anesthesia profes-
sion. 
Future Directions 
Dissemination of the DNP project can be furthered by integrating the educational 
intervention into the NAP and other health related professional programs.  A folder cre-
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ated containing the educational intervention, which includes the cultural competency as-
sessment, modules, student post-test evaluation, and 6-week descriptive data will be pro-
vided to the College of Nursing so that the continuation of the cultural competency devel-
opment is available.  Also, a presentation of the completed DNP project at conferences 
such as the Transcultural Nursing Society (TCNS) will help disseminate the project so 
that other professionals may be aware of the educational intervention and the applicabil-
ity in early professional exposure. 
Conclusion 
There is limited research completed on cultural competency in the profession of 
anesthesia.  However, with CRNA providers being the majority providers to rural com-
munities and the future of SRNAs graduating and entering the workforce annually, the 
benefits of having culturally competent providers is paramount to the profession of anes-
thesia.  Educational intervention provided during SRNAs’ clinical education experience 
can be the initiation of developing cultural competency skills that is carried through life-
long future practice beyond graduation.  Preparing culturally competent anesthesia pro-
viders will be beneficial in the future improvement of delivery of care, patient satisfac-
tion, and health outcomes in the profession of anesthesia.  
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APPENDIX A – Literature Matrix 
Author/Year/Title Level/ 
Grade 
Design Sample/ 
Data Col-
lection 
Findings Recommenda-
tions 
Minority Nurse 
Staff. Culturally 
competent nurse 
anesthesia care. 
(2013).  
 
 
Level 3 
Grade C 
Commentary/ 
expert opin-
ion 
N/A Cultural compe-
tency includes 
providing the 
best service for 
patients with 
limited English 
proficiency in 
when informed 
consent is 
needed. Recog-
nition of cultural 
practices is im-
portant and can 
prevent misinter-
pretation. 
Hospitals that do 
not provide lan-
guage lines or in-
terpreters should 
have another solu-
tion to providing 
quality care for 
patient with a cul-
turally different 
background. This 
leads to equity 
and congruence in 
care and provid-
ing true informed 
consent. 
Gibbs, D. M., & 
Waugaman, W. 
R. (2004). Diver-
sity behind the 
mask:  Ethnicity, 
gender, and past 
career experience 
in a nurse anes-
thesiology pro-
gram. 
 
 
Level 3 
Grade A 
Meta-analysis Findings 
from a five-
year study at 
Barry uni-
versity was 
compared to 
statistics 
published by 
the Ameri-
can Associa-
tion of Nurse 
Anesthetists 
and also a 
national 
sample in a 
study by 
Waugaman 
and Lu in 
1999. 
Diverse students 
should be re-
cruited into 
nurse anesthesia 
programs to pre-
pare for the 
growing diverse 
population and 
to facilitate cul-
tural competent 
care. 
Nurse anesthesia 
programs should 
implement a di-
versity program to 
recruit and retain 
diverse students. 
Ihara, E. (2004). 
Cultural compe-
tence in 
healthcare: Is it 
important for 
people with 
chronic condi-
tions? 
 
 
Level 4 
Grade D 
Commentary N/A Recognizing that 
racial and minor-
ities have higher 
comorbidities 
than any other 
population and 
how understand-
ing access to 
healthcare, lan-
guage and com-
munication bar-
riers, low liter-
acy, and lack of 
cultural compe-
tence can lead to 
More hospitals 
should provide 
continuing educa-
tion to healthcare 
workers. How-
ever, education 
for cultural com-
petence training 
should also start 
in school when 
healthcare provid-
ers in training to 
go into the field. 
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poor patient out-
comes and dis-
satisfaction. 
Sassoon, E., 
Nagelhout, J., 
Gupte, S., Koh, 
K., Maglalang, 
M., & Chong, N. 
(2008). A success-
ful partnership to 
help reduce health 
disparities: The 
institute for cul-
turally competent 
care and the Kai-
ser Permanente 
school of anesthe-
sia 
California State 
University Fuller-
ton. 
 
 
 
Level 3 
Grade C 
Cross-sec-
tional 
Currently, 
there are not 
statistical 
data stated in 
the journal; 
however, 
there are 
open-ended 
answers 
from the stu-
dents that 
participated 
in the mod-
ules. 
Some students 
appreciated the 
self-reflection on 
personal bias but 
also some stu-
dents were re-
sistant to the ne-
cessity of cul-
tural competency 
training in anes-
thesia care be-
cause of the be-
lief that anesthe-
sia providers 
only sedate pa-
tients. 
The modules 
could be more fo-
cused on percep-
tion of anesthesia 
providers rather 
than patient spe-
cific cultural pop-
ulations. There is 
a large diverse 
population that 
the modules can 
become over-
whelming for stu-
dents. Perhaps if 
the modules fo-
cused on the stu-
dent’s bias and 
deciphering ap-
proaches with pa-
tients to be open 
rather than cul-
tural specific. 
Wright, S. M. 
(2008). Cultural 
competency train-
ing in nurse anes-
thesia education. 
 
 
 
Level 4 
Grade D 
Commentary N/A CRNAs should 
provide care that 
is based on 
AANA Scope 
and Standards 
practice. Any-
thing less pro-
vided may hin-
der the quality of 
care to patients. 
Patients have the 
rights to be in-
formed of proce-
dures and pro-
cess and this can 
be done by thor-
oughly facilitat-
ing a language 
that is under-
standable to the 
patient. 
More hospitals 
should provide 
staff with the ac-
cess to language 
lines, interpreters, 
and cultural com-
petency training. 
The more that is 
provided and 
trained to the 
CRNAs the possi-
bility of health 
quality outcomes 
can improve. 
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APPENDIX B – Logic Model 
Inputs Activities Outputs Long-Term 
Outcomes 
Evidence with articles/sta-
tistics emphasizing the 
need for more cultural 
competency education 
 
Kaiser Permanente’s cul-
tural competency modules 
setup (permission granted) 
 
Proof of successful cul-
tural competency educa-
tional programs that have 
been implemented at other 
institutions/hospitals/ 
facilities. 
 
Involvement of Students, 
Instructors, Director of 
program to participate in 
modules and presentation. 
 
Approval for presentation 
of modules through the di-
rector of the nurse anes-
thesia program 
 
Volunteers who are in the 
anesthesia field or medical 
field that have encounter 
with a diverse demo-
graphic to participate in 
presentation exercises 
 
Cohorts 2016 will 
meet for a 1-hour 
module presenta-
tion. 
 
Presentation/Mod-
ule will be from 
Kaiser Perma-
nente’s modules 
that have been suc-
cessfully applied:  
 
Power point that 
will explain defini-
tions on what is 
culture, cultural 
competency, cul-
tural sensitivity, 
and emphasize on 
empathy. 
 
Schedule time pre-
presentation for 
self-assessment 
tool to be given 
 
Schedule post-
presentation evalu-
ations on useful-
ness of cultural 
competency mod-
ules 
Power-
points/handouts/cul-
tural competency vid-
eos ready for use 
post evaluation forms 
designed for student 
specific measurement 
in cultural competency 
knowledge. 
 
Evaluation forms to 
measure the module’s 
impact, process, and 
usefulness. 
 
General policy or pro-
cedure obtained from 
local hospital to dis-
cuss steps in cultural 
approaches provided. 
 
Kaiser Permanente no-
tified of cultural com-
petency module imple-
mented at the Univer-
sity of Southern Mis-
sissippi SRNAs mod-
ule training completed. 
Patients of dif-
ferent cultural 
background 
will benefit 
from the new 
knowledge and 
cultural skills 
providers 
gained from 
cultural compe-
tency education 
 
More patient of 
different cul-
tural back-
ground will re-
ceive medical 
care d/t the in-
fluence of trust 
in the cultural 
community 
 
Cultural com-
petency train-
ing can be used 
in other nurs-
ing programs. 
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APPENDIX C – SWOT ANALYSIS 
 
 
 
Strength Weakness Opportunities Threats 
The strengths of the 
DNP project are 
with more culturally 
competent providers 
it can improve qual-
ity in delivery of 
healthcare, patient 
satisfaction, and 
positive health out-
comes.  Cultural 
awareness and sen-
sitivity will be a 
useful skill to re-
spond to each pa-
tient specific need. 
Lastly, an increase 
in therapeutic pro-
vider-patient rela-
tionship. 
 
 
 
 
 
 
The weakness of 
the DNP project is 
it is impossible to 
know every cul-
ture’s health needs 
and practices. For 
this reason, it is im-
portant to treat 
every patient en-
counter as a cul-
tural encounter and 
to be aware and 
open to each pa-
tient’s needs. Age, 
gender, socioeco-
nomic status, and 
religion are all a 
form of culture that 
should be consid-
ered. 
Opportunities are 
success in cultural 
competency train-
ing at USM in 
SRNAs can further 
lead to the training 
to remain as part of 
the program for 
SRNAs.  Also, it 
can be applied to 
other programs of 
the school of nurs-
ing. 
The major threat to 
the DNP project is 
resistance in 
SRNAs to cultural 
competency train-
ing.  It can be frus-
trating to under-
stand the im-
portance of cultural 
competence in an-
esthesia because of 
the stereotype that 
CRNAs only sedate 
patients and have 
no interaction to 
build a therapeutic 
relationship with 
patients. 
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APPENDIX D – Doctor of Nursing Essentials 
Doctor of Nursing Essentials How the Essentials is Achieved 
I. Scientific Underpinnings for 
Practice 
 
By implementing a successful cultural 
competency training from KP nurse anes-
thesia program and emerging the nursing 
theory from Leininger’s CCT cultural 
competency training was applied to en-
hance SRNAs skills in cultural awareness 
and sensitivity. 
II. Organizational and Systems 
Leadership for Quality Im-
provement and Systems Think-
ing 
The aim of the DNP project is to increase 
cultural competency knowledge to allow 
SRNAs to develop an open cultural ap-
proach in cross-cultural situations. 
III. Clinical Scholarship and Ana-
lytical Methods for Evidence-
Based Practice 
Evidence in improvement in health out-
comes and patient satisfaction when pro-
viders are culturally competent was re-
viewed to meet this essential.  
IV. Information Systems/Technol-
ogy and Patient Care Technol-
ogy for the Improvement and 
Transformation of Health Care 
Utilization of language-line interpreters 
as a resource for cultural skills meets this 
essential for the DNP project.  
V. Health Care Policy for Advo-
cacy in Health Care 
Health policy in cultural sensitivity and 
quality of care delivery is addressed in 
the DNP project to fulfill this essential. 
VI. Interprofessional Collaboration 
for Improving patient and Pop-
ulation Health Outcomes 
The DNP project includes CRNAs, 
SRNAs, faculty, and anesthesiologists to 
participate to enhance level of training in 
cultural competency is cross-cultural en-
counters. 
 
VII. Clinical Prevention and Popula-
tion Health for Improving the 
Nation’s Health 
The goal of the DNP project was to im-
prove in communication and understand 
can lead to reducing health disparities. 
VIII. Advanced Nursing Practice The evaluation of evidence based and us-
age of data, the application for practice 
change, and utilization of knowledge in 
clinical are all part of the future of ad-
vanced practice nursing. 
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